Abstract: Personality disorders are common within specialist forensic mental health services and can complicate the treatment and care of people who may also have other co-morbid mental health problems; especially because they are based on unclear and unvalidated descriptions. The following article analyses the case of Laura who is a fictional character that represents the presentation of several women who have received care for personality disorder(s) and other mental health problems in a specialist forensic hospital. The assessment, formulation and care planning process conducted with Laura adhered to evidence based practice guidelines and led to reductions in aggressive behaviour and violent incidents. This case study shows how effective case formulation can be used to understand service users with complex problems including personality disorder(s) and enhance the safe and effective care provided. Overall this case highlights the necessity of consistent staff teams and clinical supervision when working with this client group.
Introduction
Personality disorder is defined as entrenched difficulties in inter-personal functioning, cognition and impulse control. People with personality disorders have often developed enduring maladaptive personal attributes that persistently affect every aspect of their life.
(American Psychiatric Association (APA), 2013; WHO, 1992) . It has been estimated that the weighted prevalence of personality disorder in the adult population in the UK is approximately 4.4% (Coid et al., 2006) . Personality disorders are controversial and there are many critiques surrounding the evidence base supporting their existence and thus the validity of the diagnosis and its criteria (Skodol et al., 2013) .
Despite these issues in diagnosis, many people are given the label of personality disorder and are treated in mental health services. This case will consider the benefits of using formulation as a tool to guide the choice of interventions for people with personality disorders, by focusing on Laura who is a fictional character that represents the presentation of several women who received care on a personality disorder unit. In addition, the way in which mental health professionals worked with Laura will be reviewed including whether her personality disorder label affected this care. Finally, the assessment and interventions Laura received will be analysed and compared to evidence based treatment guidelines to understand whether treatment guidelines were adhered to and offer explanations/recommendations if they were not. All service user, ward and trust details will be anonymised throughout in order to preserve confidentiality (Nursing and Midwifery Council (NMC), 2015).
Service Context
Laura was transferred to a medium secure forensic unit-via section 48/49 of the Mental Health Act (MHA) (1983) -from prison where she had been remanded in custody pending a court appearance. There were seven women on the unit including Laura, all of whom had diagnoses of personality disorders as well as other mental health problems such as schizophrenia.
The staff on the unit often expressed that they felt as though there needed to be higher staffing numbers, particularly to support times when there was a higher acuity on the unit. Furthermore, difficulties in recruiting and retaining qualified nursing staff has been highlighted as a national issue within health care services (Gilburt, 2015) ; this could also be seen within this unit where there was often only one qualified nurse per shift. This is contrary to the Royal College of Psychiatrists (2010) advice that each mental health ward should have more than one qualified nurse per shift to provide safe and effective care. However, there was a well-established multi-disciplinary team (MDT) and a small number of regular nurses and health care assistants who had knowledge and experience of the unit. These staffing problems presented a significant challenge for conducting the assessment and treatment process with Laura. This unit was based within a wider hospital that contained 13 separate units, an occupational therapy centre, horticultural facilities and a social centre. There was also provision for psychological therapies and group sessions. However within the hospital some of the waiting lists for these sessions and facilities were lengthy and the lack of staffing affected whether the women could access these resources, as is a common occurrence in these types of settings (Lean et al., 2015) .
The Case
Formulation was the main tool used in understanding Laura's situation because it values the individual's history, influences and situation in order to provide meaningful, recoveryfocused care (Aveline, 1999; British Psychological Society, 2011; MacNeil et al., 2012) . However, it is still important to consider the influence diagnosis has on the assessment and treatment process, since diagnosis informs National Institute for Care Excellence (NICE) guidelines and dictates the choice of treatment in most psychiatric disorders.
Laura had long standing diagnoses of Borderline Personality Disorder (BPD), Anti-Social Personality Disorder (ASPD) and poly drug misuse. The concept of personality disorders is controversial because there has been no single definition of 'normal' or of 'abnormal' personality developed (Millon & Grossman, 2006) . Tyrer et al. (2015) said it is difficult to clearly define personality disorders, as mental illnesses because the descriptions developed are often unclear and unvalidated. Other arguments that support the idea that personality disorders do not exist include: the evidence that despite diagnoses of personality disorder, peoples' personalities are continually changing and adapting and thus are not ingrained, pervasive or persistent (Shea & Yen, 2003) ; two people with the same personality disorders diagnosis will not present in the same way (Fairfax, 2011) and that personality exists on a spectrum so cannot be classified as 'normal' or 'abnormal' .
Despite these controversies, defining personality disorders and using these diagnostic descriptions can be useful for clinicians as it provides a shared language (Claridge & Davis, 2003) which can be used to collaboratively discuss a particular client or group of clients' difficulties and develop meaningful interventions. In addition, having categories for different personality disorders that list and describe common symptoms can be a useful way of identifying that a person needs more assessment and support for a potential personality disorder diagnosis.
Finally, receiving a definitive diagnosis can be a relief for service users as it may allow them to further understand and identify their difficulties and seek support from peers and specialised services, many of which require a diagnosis as part of their criteria (Department of Health, 2014).
There have been many attempts to explain the problems that people such as Laura exhibit to understand how personality difficulties emerge. Laura, like many people with diagnosed personality disorder(s) (particularly BPD) had a traumatic childhood that included emotional /sexual abuse and neglect; it has been suggested that the symptoms seen are a result of coping with this trauma (Laporte et al., 2011) . This explanation particularly fits Laura's case because she experienced early trauma in her childhood, which was then compounded by trauma later in life (Newrith et al., 2006) . However, the causal relationship between childhood trauma and the development of personality disorder traits is not necessarily strong and Berenz et al. (2013) argues that more research needs to be conducted in this area, especially since their study had a number of limitations including small sample size.
Disturbed attachment in childhood, which fundamentally alters a person's personality development, is another common theory (Bowlby, 1969) . It is thought that insecure attachment in childhood may affect interpersonal relationships in adulthood (Department of Health, 2015). Laura described that her mother did not love her and also had chaotic relationships with other family members including her father and siblings. Both ASPD and BPD have been described in terms of attachment theory; it is thought that maladaptive schemas and styles of attachment developed in childhood relating to attachment could explain the traits seen in many personality disorders (Levy et al., 2015) . However, these theories also threaten the validity of personality disorder diagnosis as, according to Levy et al. (2015) BPD can be explained by an anxious attachment style whilst ASPD arises from an avoidant attachment style both of which develop in different ways. Furthermore, Laura presented as violent at times and this may be explained by her observing and imitating violence she saw in her childhood; she has thus learnt to incorporate this into how she lives her life (Bandura, 1969; Newrith et al., 2006) . Turner et al. (2011) argue that if Laura can begin to understand where her personality difficulties may have emerged from, she can begin to work towards a meaningful recovery.
Formulation
The DSM-V (APA, 2013) recommends using clinical case formulation when assessing service users for personality disorders because clinical judgement is required to understand if symptoms represent a pathological condition that requires treatment/support. Formulation is the development of a narrative that combines the different factors and aspects of a person's life that contributes to the mental health problems they present with. It also focuses on the positive aspects of that person, their life and their skills, which could be utilised in the care planning and recovery process (MacNeil et al. 2012 ). Laura's historical diagnoses of BPD and ASPD were confirmed when she was transferred from prison to the secure unit after a lengthy referral and assessment process by the prison mental health team and the MDT at the secure unit.
A 5P'S formulation (MacNeil et al., 2012; Kuyken et al., 2014) was developed (see table one). Formulation is a psychologically informed approach that is vital within mental health care and is widely used throughout services (British Psychological Society, 2011 ). The formulation developed shows that Laura has significant difficulties in controlling her emotions, developing and sustaining relationships with others, feeling rejected, acting on impulsive thoughts, forensic history and managing aggression/violence towards others. These are all traits that indicate the present of BPD (Skodol et al., 2011; Biskin & Paris, 2012; Few et al., 2016) and ASPD (Verona & Patrick, 2015; Few et al., 2015) .
Interventions
The unit that Laura was treated on had its own evidence-based model of care based on the idea that women with complex mental health problems need personalised treatment that considers all of their needs holistically in order to support them through recovery, allowing them to feel empowered. There is also emphasis placed on risk assessment, particularly for those service users with a forensic history (National Institute for Mental Health in England, 2003) . For Laura, this meant that the staff on Presenting Problems -describe the main problems that person is currently requiring support for  Long term diagnoses of borderline personality disorder, antisocial personality disorder and poly drug misuse.  Laura often attempted to manage symptoms of her distress by requesting medications designed to alleviate anxiety.  Severe difficulties in managing emotions, especially anger and frustration.  Difficulties in maintaining relationships and trusting others. Often Laura will use the relationships she has with people as a means to get her needs met.  Frequent use of ligatures to cope with emotions and thoughts.  Varied relationships with staff: some appropriate, some over familiar and some volatile and hostile.  Laura can become verbally threatening and sometimes physically aggressive/violent towards staff and peers at times. On occasions this has led to her needing to be placed in seclusion or on focused observation levels.
Precipitating Factors -events or circumstances that may have triggered the development of current problems.
 Laura has long standing diagnoses of borderline personality disorder and antisocial personality disorder  She has sporadic contact with her family.  Laura doesn't feel she needs to be in hospital  She often blames the nursing staff for "making (her) ill"  Laura describes having sudden, violent intrusive thoughts that are unwanted and distressing  Laura often requests unrealistic things from nursing staff, if these requests are declined it can lead to hostility.  Laura misses her family  She has variable relationships with peers on the unit.
Predisposing Factors -factors that have made the person vulnerable to developing mental health problems and associated symptoms. These may be biological or childhood factors.
 Had difficulties making friends at school and was bullied. Laura would react by being physically violent and consequently was excluded.  Aggressive, alcoholic father  Describes feeling like her mother didn't love her  Sexually abused from a young age  Using a variety of illegal drugs from a young age  Has been in many abusive relationships since her late teens.  Comes from a socially and economically deprived background  Long forensic history Perpetuating Factors -these are factors that maintain the current problems.
 Laura does not want to engage in formal therapy and really struggles to build and maintain therapeutic relationships with the nursing staff and members of the MDT  She continues to feel that she needs sedating medications  Over the years Laura's engagement with mental health services has been very sporadic. She will often engage with teams briefly before cutting contact and pulling away.  Members of staff are guarded in their interactions with Laura because they feel threatened by her.  Laura often has unrealistic demands and feels let down by the service when these are not met.  The MDT currently will not let Laura attend occupational therapy sessions because of concerns over her previous aggressive behaviour towards staff and others.  Laura is often worried about court dates, charges against her, tribunal dates etc Protective Factors -these are factors that moderate the current problems and can be utilised and enhanced during the recovery process.
 Survivor or severe trauma  Could be classed as a 'fighter' -she has always found ways of ensuring her needs are met  Laura wants to reconnect with her family and says she is apologetic for her past actions  Laura is generally apologetic to staff following verbally/physically aggressive behaviour  Laura understands and will explain that she struggles to control her frustration and anger  Laura is keen to engage in occupational therapy sessions  When prompted she is able to reflect on why she might have been angry/threatening/hostile.  Recognises that she has intrusive thoughts of being violent and says that she feels like she has to remove herself from situations to protect those she cares about.  Laura will ask for 1:1 time with nursing staff and the clinical psychologist.
These are unplanned, ad hoc sessions, but she engages well during them.
the unit attempted to understand her life experiences and current problems rather than just focusing on her diagnoses of BPD and ASPD (Jones and Wright, 2015) .
This recovery-based approach was developed by considering NICE guidelines; for example, the guidelines for BPD (NICE, 2009a) suggest that any nursing team should aim to provide a consistent, boundaried approach that focuses on building strong therapeutic relationships that allow the service user to feel hope and optimism for their recovery. Furthermore, the NICE guidance for self harm (NICE, 2011) , outlines that practitioners should aim to provide service users with non-judgemental care that treats each incident of selfharm separately; aiming to understand the factors that contributed to effected this episode so that a comprehensive risk management plan can be developed. In contrast, the NICE guidance for Schizophrenia (NICE, 2009b) emphasize that the development of trusting therapeutic relationships is paramount, rather than risk management. This shows the complexities of providing care for service users such as Laura and further adds to the importance of compiling a meaningful formulation to guide care interventions.
From the formulation Laura's main issues relating to her personality disorder were identified as: difficulties in managing negative emotions such as stress and anger and violence/aggression to others. Usually it is recommended that the service user is involved with the collaborative care planning process (Campbell, 2013) , however the MDT carried out this process with little input from Laura. This is a criticism of the care that Laura received, but it could be argued that it was necessary to make bestinterest decisions because Laura was severely unwell (NMC, 2015) . Laura was involved as much as possible and was also given the opportunity to speak to advocates and 'service user champions' to allow her to provide her views on her care.
Involving Laura in her care continued to prove difficult, as she would quickly become aggressive and accused staff of not meeting her needs. Consequently Laura was viewed as 'unmanageable' and some of the more inexperienced staff members started to feel like Laura was 'putting it on'. Negative attitudes towards people with a personality disorder label are well documented (Newton-Howes et al., 2008; Clarke, 2015) and impact on the quality of care that service users receive (Department of Health, 2014).
Temporary staff and inexperienced staff on the unit sometimes had less of an understanding of Laura's needs compared to other service users whom they saw as less 'troublesome'. Educating staff on the nature of personality disorders so that they are able to understand where Laura's difficulties arise from may help change these attitudes (Department of Health, 2009) . Fanaian et al. (2013) interviewed 60 clinicians who worked and had an interest in personality disorders; these clinicians identified that education for staff working in this area was vital to improve care for service users. Additionally, Krawitz (2004) found that from 418 participants training was effective in achieving positive attitudinal change towards people with borderline personality disorder. This training would also help strong therapeutic relationships to develop which have been shown to enhance recovery (Gillard et al., 2015) . On the other hand, the experienced nurses on this unit were generally good at discouraging negativity by fostering compassionate, recovery-focused values. During handovers, a Safewards approach (Bowers, 2014) was used and nursing staff endeavoured to say something positive about each service user or explain negative behaviours psychologically.
This was a very challenging time for the unit and there were issues with relational security due to the dynamics on the ward and service user mix. This may have exacerbated negative countertransference, which is an alternative explanation for negative attitudes amongst staff. Negative countertransference occurs when staff members take on the emotional distress of a service user in an unconscious manner (King, 2014) . This causes them to retreat from the service user and thus potentially damage the therapeutic relationship (Liebman & Burnette, 2013) , leading to poorer outcomes. One way of managing and preventing counter transference is to utilise clinical supervision sessions (Bland & Rossen, 2005) . Clinical supervision can help to: reduce stress, develop knowledge and encourage reflective practice (Cookson et al., 2014) .
All of the qualified nurses on the unit could access clinical supervision with another experienced nurse as advised by the Department of Health (2006) . Although these sessions were often cancelled because the unit was short staffed and sessions were not deemed as high of a priority compared to other ward tasks; this phenomenon has been found to be common in health services (Long et al., 2014) . Since there was a high rate of sickness within this unit, ensuring that nurses were able to attend supervision was vital to prevent burnout (Department of Health, 2015).
Furthermore, ad hoc group supervision sessions after incidences or when stress levels were high were often provided. These sessions were conducted by a facilitator and were mainly beneficial; however, sometimes it was found that staff members used them to vent their feelings. Daykin and Gordon (2010) believe that team based supervision sessions should allow participants to talk through their emotions in a nonjudgemental manner, whilst containing them and guiding the development of solutions rather than enhancing a blame culture. Buus et al. (2012) recommend implementing a session agenda for clinical supervision sessions, agreed by all in attendance, to ensure everyone gets chance to contribute so that meaningful solutions are found. Livesley (2005) described five phases for helping people with personality disorders; Laura's current treatment fits into the second step (containment) for which the aims are to stabilize emotions, manage distress and provide structure whilst starting to build therapeutic relationships. Additionally, Shepherd et al. (2016) explain that providing safety and security is important for future recovery. Ultimately it was hoped that Laura could begin to develop an understanding of her emotions and resulting behaviours and engage in low-stimulus activities to occupy her time and reduce boredom (Green & Robinson, 2005) , which Laura has said can trigger agitation. A violence reduction care plan was developed to aid Laura and the team to manage her distress by recognising her early warning signs and developing resources for de-escalation and providing Laura with reassurance. Particular emphasis was placed on team members knowing how to respond to persistent, unrealistic requests from Laura, as providing a consistent team approach has been shown to help service users who have a diagnosis of personality disorder (Beckley, 2010) . Therefore the care plan gave example responses for common requests that Laura would have, allowing staff to feel confident in their approach. Excerpts from this care plan are shown in table two.
This care plan was difficult to implement successfully as there were a large number of temporary staff that would not return for long periods of time and so there was a lack of consistency in the delivery of the interventions which is a common issue seen across health services (Hurst & Smith, 2011) . Thus on several occasions Laura became violent/aggressive in situations where consistent, quality care may have prevented it (Hurst & Smith, 2011) . The unit therefore needs to provide a more consistent staff team and prevent burnout in order to ensure that service user's care plans are being effectively implemented and followed by all. However, this may be challenging to implement in practice due to funding constraints and budget pressures that occur irrespective of the changing levels of acuity on mental health units. A consistent staff team would also aid in the development of therapeutic relationships (Sainsbury, 2010) , which Bowlby (1988) said could provide the stable, secure attachment that Laura has likely been lacking until she was admitted to the unit. Additionally, care plans for individual service users should be better communicated to staff members who may be unfamiliar with them to improve patient care and safety (Kanerva et al., 2013) .
Low-stimulus activities were also provided to prevent Laura from becoming bored and thus frustrated (Green & Robinson, 2005) . Unfortunately, due to the risk and likelihood of violence, Laura could not attend group occupational therapy sessions; instead, Laura was able to have 1:1 sessions such as crafts on the unit. This flexible approach allowed Laura to feel valued and she found these activities beneficial. Furthermore, Laura found exercise to be good at relieving stress so she was given access to sports facilities (Wynaden et al., 2012) . Regrettably these sessions sometimes had to be rescheduled because staffing levels reduced or due to an increase in ward acuity at short notice. This meant that Laura felt there lack of reliability which compounded her sometimes disparaging views of the nursing team and damaged therapeutic relationships (Dziopa and Ahern, 2008) . To combat this, activity planners could be used that would allow the team to know how many staff members were needed in advance so as not to disappoint Laura (Hutcheson et al., 2010) .
Outcomes
During the first six months of her treatment on the unit the number of aggressive/self-harm incidents Laura was involved in decreased and she appeared more able to verbalise her frustrations and inform staff when she was feeling agitated/upset. This confirms that boundaried therapeutic relationships were developing positively between Laura and the care team, whom were therefore able to understand the reasons why Laura became frustrated (Department of Health, 2015) . Furthermore, Laura was more able to reflect on specific incidences and pre-emptively discuss her views on situations before they became problematic (NICE, 2009a) . Overall, Laura is in the early stages of  Laura is often verbally aggressive towards staff if she feels her needs are not being met.  She can also become paranoid and believe that staff are not being truthful to her or are being inconsistent in their treatment of her.
Early Warning Signs
 Having an audience of staff listen to her complaints (limit this to 1 wherever possible)  Laura stating following phrases: "I am having thoughts of hitting someone" or "I feel like doing something"  Clenching fists, hitting walls/doors  If Laura has used all of her PRN medication for the day/night this will often cause her to become agitated later on when she wants more medication
Preventing Aggression
 Limit number of staff in communal areas, as the more staff around, Laura seems to increase the volume and aggressiveness of her behaviour  Staff not to get in to discussions about trigger issues, instead listen and allow Laura to vent  Staff to try and explain to Laura how much PRN medication she has left (if any) to attempt to prevent later agitation surrounding this  Staff should try and distract Laura -get her to watch TV, listen to music etc
Example responses
The following are examples of responses that can be given to Laura to help prevent aggression when she is making certain requests. The aim is to provide her with consistent team responses:
1.) Medication
1. Asks for more PRN 2. Medication is not working for her and needs reviewing by the Doctor, or requests to see the Doctor
Response: Medication is reviewed every week by the consultant all queries to be forwarded to consultant
2.) Social Work
Wants to see social worker
Response: Social worker is aware of the requests and will provide feedback every week after ward round her treatment and the course of her stay at the unit will largely depend on the result of her court case and the subsequent section (if any) of the MHA (1983, as amended 2007) she is placed on. However, if she were to stay on the unit a more in depth, recoveryfocused care pathway would be developed (Doyle et al., 2012) with Laura that outlines the goals of her treatment and the medical, psychological and nursing interventions that would be used.
Conclusion
In conclusion, Laura had complex needs and the staff team faced considerable challenges in assessing her and planning interventions that could be beneficial. Laura was diagnosed with BPD and ASPD and following analysis it is likely that these diagnoses did accurately describe Laura's presenting problems, although the formulation process better augmented the team's understanding of her issues. From Laura's past history it has been shown that her personality difficulties can be described in terms of attachment theory, learning theory and a post-traumatic stress reaction. It is clear that the unit attempted to follow evidenced based guidelines when planning Laura's care but that the inconsistent staff team and high level of staff burnout and sickness hindered the implementation of these plans, as is true nationally. As a result, the unit need to provide more structured supervision sessions that aim to prevent staff burnout and attempt to staff the unit with more regular workers whom Laura can build more trust with.
